HEALTH QUESTIONNAIRE

. Name

f Physscuahs-Name £

i

f “Address

Blrth Date

mo day
Date Last Visit

State/Zip

Date Last Vlsit

State/Zip

year

Phone ()

Clty

Phone ( )

Address B

Dentist's Name TR 3 SRS

City

Major dental problem or reason -

Yes
Have you had an unexplained gain or loss of weight (past 6 months)? How much?
Do you smoke or use tobacco? If Yes, how much? T e e R
Do you drink alcoholic beverages? If Yes, howmuch?_____ ~  ....cviiiiiiiinninnans
Have you ever been treated for CaNCer? ........cc.veieuvouvosiosessscsnesessssssosnsessessnns
Have you ever had radiation treatment? . . .. ... . %
Do you have @ poor @PPetite? . ..o oot ittt it tet it iieeeeneeaeseenerenseeaneasannnnnn
Do you sleep poorly or use medications to Sleep? ...... ittt iiiiiininrnnneennnnennnns 1
Do you feel that you are currently more tired than usual?
Lo oL BEvS IENY DOGY RENGS W DEINST . coersseionsasicengs sosnnnssneon s
Do you have night sweats or recurring feVer?. . ......uernineueene e iereeieraenesnennenns W
Have you ever used intravenous drugs? . {
Have you used cocaine or “crack” within the past 6 months? .................coiiiiiiin

DR

Do you actively engage in high risk behavior for infectious diseases (e.g., AIDS, hepatitis)? ... | [ |
Please describe your general health

HEAD AND NECK Yes No  NEUROMUSCULAR SYSTEM Yes' No
Recurrent headaches...........coeveuenvnnn. 0 0 Fainting spells or loss of consciousness...... O O
Glaucoma/eye diSEase.....:.vveerroeeenenns 8 e B RITLNTOB 510/2 e s 570 oKL 4 o Tovay s oo e aors i ain el &
Recurrent earaches / hearing problems ....... £34E] Numbness, tingling, or paralysis ............. i b
Chronic sinusitis / post-nasal discharge ...... B Recurrent backaches .............coceuvevnen.. BA
Recent difficulty swallowing ................. 1 ] Problem / walking, balance, dizziness......... 0O O
Persistent sore throat and hoarseness........ TS Persistent stiffness or painful joints .......... [ [
Swollen neck glands .........covvvveeneennnn I Artificial bone or joint implants .............. 0 0
Recurrent neckache or neck pain ............ E O Recent or unusual headaches................ )
. . 1 .""}
Injury to head, neck, jaw, teeth .............. i o 3 R A Sia N
DENTAL Yes No Bronthifa BIORISME . ahes v 0
Chronic facepain ......... ... SR = a5 Asthma or emphysema ............coeuieneen 5 e
Clicking/popping jaw ............coovveeennn. B Tuberculosis or a persistent cough........... 1 o
Difficulty opening or closing jaw ............. O Coughed up bload (.o . oot doulonisle e s £l
Unabletochew foodwell.........covvvvnnn.. O O ROABUMONIA -« o« nicisia s visisiossle s sle siee sioisvisis biv's s 1N
Blisters/sores on lipsormouth.............. 1 [] CARDIOVASCULAR Yes No
Unpleasant taste/bad breath ................ L Hiak bicod M
; R — gh blood pressure. ........ooeevineinennnn. 5
Burnlpg tongue /.|IPS ........................ x:;] - Difficulty breathing upon awakening . .......... =g
Swelling /lumps in mouth .....o.eniininens L Difficulty breathing when lying down........ .. []_ D
Bleeding or infected gums................... g o Swollen ankIes .. ......veeieeeieiie s |
SO T e e, s vy vicnissin s sosisipy s ?"_ ‘_j Irregular or rapid heart beats ................. =
Pain when chewing or opening mouth ....... &l 43 Chest pain due to physical exertion........... f%
Bothersome catching of food between teeth ... (1 [ Chest pain when upset............coeveunnn.. e
Recent toothache /sensitivity ................ i L,; Rheumatic heart disease or fever ............. oo
g:g:r:?f::eadblti t(,:II::w e o E:‘ ~j’ Congenital heart disease/ heart murmur....... =
------------ L“, ,__.‘2 .: =
Clenching/grinding.......ccoovvvininenennnnn 1 £] g:::’ai::eoc: :'::;:rh;zr' .e.r """""""""" 'ﬂ
NOUrBIeAaIUOIoN <o it 0O o WY gl s dnvniveoes »
Bite appliance (TMJ Splint) ..........c....... =y o Heart attack and/orangina ................... Ll
GUM treatment OF SUIGerY ........coeeeveeens M. .0 Other heart problem ........ooevseeooasonsons O O
Orthodontic treatment (braces) ................. E ;-: BRI A R L.



HEALIH QUES I IUNNAIRE

GASTROINTESTINAL/GENITO-URINARY Yes No HEMA / ENDO / IMMUNE Yes No
Persistent diarrhea / odd colored stools........... i k Bruise easily / bleed excessively afteracut..... | [
Colitis oFUICers .. bl i i s st e e v s eiams ue 3 O A Dlood WeNBIOBION . ... icvacvurses s sunniinns
Unexplained vomiting / frequent nausea .......... £ Bl Anemia or denied permission to give blood..... 3
Alcoholic liver diSease ......oovveeeeninnnnnnennn. I 0l Leukemia (cancer of the blood) ................ [
Hepatitis or other liver disease ................... B0 5 Diabetes or been frequently thirsty............. ]
Jaundice (yellow skinoreyes) ................... Thyroid or adrenal gland disease ..............
Awaken more than twice a night to urinate........ [ | [ AIDS or ARC (AIDS Related Complex) ......... i
Kidney disease / renal dialysis ................... O Positive blood test for HIV antibodies .......... O
A kidney transplant ............c.iiiiiiiiiian... 0 O Skin bjotches.or rash .......ccoceeivnnernnenn. o
Any urinary infection ..............c ool {1 Rheumatoid arthritis .......................... 0 )
Syphilis L4t L PR TR R i e 1 o Chronie HBMINGIE .. . .o vneeiiasiomensisnomnns

(e lplalii(p] |- EU ARt R L S S G s 3 o —

1EI » Yes No

4 . Do you menstruate regularly" ................. ! "
: 3 gl Do you flow heavily?..........covviviiniiinnn.

ALLERGIES Z}gs No  Are you taking birth control pills? . ............. | N

e G ) R - e T L Are YOU NOW Pregnant? .........eeeeeeeeennn. (1

Sulfa drUgS bk .' ................................. :. z\»:: If S0, p|ease g|ve due date e o

Dental ar}esthetlcs SRg T OB RO BTAIRRNE S S ‘: L._: Are you |n or have you passed through menopause

Metals (rings / earrings) ..........ccoevenenennnnn i (change:of U810k cownovin crtoanms o « « g

Other (specify).. ... Are you taklng hormones" .................... £

FAMILY HISTORY Yes No Yes No

AN IBOTAEE . o el s viiieieis oiosiainsisials sy slo s a & F GG e S i s s s =

Heart disease 1 TUDEICUIOSIS « o v v et teeeeaeaeenreenenes 1

Mental / emotional disorders ...............ccueue 0] DiaDBIBRE iz rmtr Nh e s s T s Bt

Any genetic diseases / illnesses (please specify)

BEHAVIORAL Yes No

Are you available and able to sit for a three-hour dental appointment?. ........cooiiiiiiiiiiiiiiereenineeinnnn, -

Are there some aspects of the appearance of your teeth and jaw that need to be changed? .................... ot n

Ro VO oReNYEE) ABDTOSARE O MIDDONYT . | s.amenr s o «smissow 3s/s saeems ss v amvomps 04 4ossnins s Ao bins'sis olan oo siss e T

DO you Often feel ANXIOUS OF NBIVOUS? .. ... v n ettt ettt et et e e e et e e e e e e e e e e e e e e e e e e e e e £

Have you ever had psychiatric or psychological counseling? ..............ciiiiiiiiiiiiiiiiiiiiiinenennannn. O

Did you ever avoid a dental appointment because you were frightened? .. ...........uueeeeeeeeeninaeeeeennnns -

Do you ever feel uncomfortabie asking QUESHIONS OF OCIOIS? . . ... .....t' ettt e 1 4
List all prescription and non-prescription drugs (including aspirin) taken within the past 6 months:

Name Dosage Name Dosage Name Dosage

1.. e 8 e e R b e R s e I e e T e L e B

7 eI oo 0 : DUCRVERLT i TR GRF UL MBIOME TR O SOCRIRER GRS Wi | it
Please list all hospitalizaﬂons and emergency room vislts (include dates and reasons):

i a ., e o B B B e S XS B e e s T e S-S

3. i L b S - A

Have you been dissatisfied with previous dental treatment? =~ Yes =~ No If Yes, please descnbe

| have read and understood the above questionnalre and have answered all questions truthfully to the best |
of my ability. If ever my health or medications change, | will inform my dentist at my next appointment.

Patient Signature: X Date:__ __ Guardlaia: 7T E A ET a1 g b T
day ‘year gk mo “day year

C 6 (5/90)



